However, intraocular surgical transmission is of concern due to the sheer volume of cataract surgery performed. Hogan et al showed a 10-fold increase in prion titres in the lens in scrapie-infected hamsters once they had become neurologically symptomatic. In fact, levels in the lens were similar to levels in the cornea prior to the onset of neurological symptoms but became significantly higher than those in the cornea after the onset of symptoms, retina having the highest titres. 4 Intraocular 'inoculation' by phacoemulsification and irrigationaspiration handpieces contaminated by lens material certainly would provide a route for transmission.
The recent steps taken by the Department of Health in reviewing sterilizing units probably triggered by the outbreak of vCJD is certainly welcomed. 5 The risk of intraocular transmission in anterior segment surgery is probably greater from sCJD than vCJD due to the age of the patients affected by the respective conditions. Tissue distribution of prion protein from human eyes has as yet to show levels of prion in the cornea or lens, 6, 7 but the authors concluded that the inability to detect prion protein in the cornea or lens could not be taken as evidence for the absence of infectivity in these tissues. 7 Since prions adhere strongly to metal surfaces and are resistant to many sterilization processes, 8 the reduction of contaminants as illustrated by this report in patients with known or suspected CJD 9 and the use of single-use equipment 5 (eg disposable simcoe) will reduce risks of transmission further.
Sir, Radiation retinopathy secondary to radiotherapy for a lower lid BCC Basal cell carcinoma (BCC) is the most common malignant eyelid tumour. Although it may be treated by external beam radiotherapy, severe radiation retinopathy in this setting is extremely rare. 1 
Case report
A 39-year-old lady was successfully treated with 45 Gray (Gy) of external beam radiotherapy in nine equal fractions for a lateral lower lid BCC. An internal eye shield was used to protect the globe. After 8 years, her optometrist referred her to the local eye clinic after finding abnormal peripheral retinal blood vessels. After excluding diabetes and hypertension, radiation retinopathy was diagnosed. The patient subsequently experienced recurrent small vitreous haemorrhages. After 4 years, there were signs of proliferative radiation retinopathy including a macular-threatening tractional retinal detachment, reducing visual acuity to less than 6/60 (see Figure 1) .
The patient underwent indirect two-port vitrectomy, membrane delamination, encircling band and silicone oil tamponade. Visual acuity, after removal of silicone oil, improved to 6/24 and has remained stable for 3 years. Histology demonstrated blood vessels within the excised membrane (see Figure 2) . The membrane was indistinguishable from those excised from patients with the late complications of proliferative diabetic retinopathy.
Comment
A large study looking at radiation retinopathy after external beam radiotherapy for extracranial head and neck tumours showed that, in the absence of other risk factors, it was only seen at total doses above 45 Gy. 2 The risk of radiation retinopathy increased with higher total dose. Dose fractions of greater than 1.9 Gy increased the risk of radiation retinopathy when the total dose was in the range of 45-55 Gy.
Although epiretinal membranes are relatively common, they are only rarely caused by proliferative radiation retinopathy. 3 This type of epiretinal membrane is frequently treatable by vitrectomy. 4 This is likely to require division of vascular bridges either with scissors or blunt dissection for successful completion of the delamination.
This report highlights a previously rarely reported and potentially sight-threatening complication in the treatment of eyelid BCC. The clinicopathological differences compared with other more common causes of epiretinal membrane have important implications for the surgical approach. 
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